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An initial certification survey was conducted from
September 7, 2010 through September B, 2010,
A random sampling of three clients was selected
from a current popuilation of five females with
varlous levels of mental ratardation and :
disabilities. Interview with the gualified mental
retardation professional during the entrance
confarence revealed that a sixth ciient was : (;0\—““3

currently In a rehabilitation facility, however, was e % -
expected to return to the group homa, .‘\-\EO\S;;“:\E-P‘\'“‘}“"“O‘&“
The findings of the survey were based on “aﬂ O:F“\E\%“ p.O“\f;_W“oo
observalions at the group home and two day \1(-,?3\ oef G“\}“ st A -2_@“7'
programs, interviews whh clients, staff, and the o) WP @'0 0L
review of clinical and administrative records, Wb “(\k%\“\&" ’ D
including incident reports. ﬂg\’p 1 q/

W 159 : 483.430(a) QUALIFIED MENTAL W 158 . fb
RETARDATION PROFESSIONAL :

Each client's active treatment program must be
integrated, coordinated and monitored by a
qualified mental retardation professional,

This STANDARD is not met as evidenced by;
Basad on interview, and record review, the facllity
falked to ensure that the Qualified Mantal
Retardation Professionzl (OMRP) coordinated
services for one of three clients in the samp{e
{Client #2) ;

The finding includes:

The facllity failed to coordinate servicas to ensure
Interventions to address Client #2's "chin
tapping/itting”, as evidenced below: -

©On Seplember 7, 2010, at 4:30 p.m., whila in the |
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Ing wilh an astanﬂ (") denotes a deficisncy which the laséitution miy be excused from corecting providing i is delelmlned that
ficieht prowection to the patiants, (Sée instructions.) ot for riu homes. the findinps slated abova are diaclusable 80 days
following lhe date of survey whether or siot a plan of comection Ia provided. For nursidg homes, the sbove findings and pians of correglion are disclusable 14
days mw?ﬁ the dais these documnents are made avaiable 1o the faciity, If deficiencies ara cited, an approvsd plan of comactian is requisite to eontinuad
program participation.
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dining room, Client #2 was observed to forcefully
hit her right chin with the heel of her right hand,
causing a "thumping lke" noise. During this tima,
staff suparvising the client had left the area for
approximately iwo minutes, to obtain treatment
supplies. Another staff was In the living room
area, which was approximately fifteen feel away
from the client. At4:35 p.m., the client again
repeatedly hit herself on the right side cther chin. Client #2 hus a behavioral protocol addressing
On September 7, 2010, at 4:45 p.m., Cllgnl #2 Ehe "C_hin Tappi‘ngf Hitting" . All staff were
again repeatedly hit her chin, after staff had inserviced on this protocol on 8-27-10
assisted her to complete a peg puzzle. Staff then Refer (o attachment #1
stated to the cllent, "Don't do that,” and gently in the future, the facility Qmrp wit] ensure that
pulled the ciient's hand away from her face ihe individuals® behavier are addressed, und that
Interview with the QMRP on September 8, 2010, the appropriate measures are implemented.
at approximately 10:15 a.m., revealed the Client #2 has a behavioral protocol addressing
Interdisclplinary team had discussed Client #2's the "Chin Tapping/ Hitting" . All stail were
tapping an her chin. Continued discussion with inserviced on this protocol on 8-27-10
the QMRP indicated that the psychaloglst did not Refer to atachment £1
think the chin tapping was a self injurious clerto & il ]
behavior. According to the QGMRP, howaver, the In the foture, the facility Qmrp will ensure lhnl
client did not have a behavior support pian {BSF) the individuals' behavior arc addressed, and that
to address tapping or hitting her chin. the approprizie mensures are jmplemented.
On September 8, 2010 at 10:18 a.m., review of
Clienl #2's psychclogical assessment dated
August 10, 2010 revealed the client's tendency to
*engage in idiosyncratic tapping of her chin has
been discussed at length in earlier raports.”
According to the peychalogical assessmeant report
dated August 10, 2010, the tapping of her chin
seemed to occur most often when the client is not
actively engaged in purposeful activity, and when
she is anxlous, bored, or In some discomfort.
The psychalogical report revesled that a proactive
protocel had been introduced "three years ago,
and it had bean ravisad. when more insight about ;
}
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her behavior was acquired.” The August 10, Client #2 has a behavioral protocel addressing
2010 psychological assessment also noted, "The the "Chin Tapping/ Hitting" . All siaff were
proactive sirategies focused on recognizing the inserviced on this pratocol on 8-27-10
precursors to increase in tapping, as well as Reler to attachment #1
prompt, sensitive and consistent Imewe".hon' In the future, the facility Qmirp will ensure (Hat
On September 8, 2010 at 12:45 p.m., further the individuals’ behavior are addressed, and {hat
review of Client #2's psychological assessment, the appropriate measures are implemented.
dated August 10, 2010, revealed the client had a
BSP in the past which addressed facial tapping,
however, the document needed revision and the
direct care team would need to be trained on the
plan. Al the time of the survey, however, there
was no avidence that the QMRP had coordinaled
services with the psychaoiogist to ensure the
recommended BSP was developed and
implemented to address the client's hlttmg herself
an face.
W 436 | 483.470(g)(2) SPACE AND EQUIPMENT W 436

The facility must furnish, maintain in good repalr,
and teach clients to use and to make informed
choices about the use of dentures, syeglasses,
hearing and other communications aids, braces,
and other devices identified by the :
interdiscipiinary team as needed by the client.

This STANDARD is not met as evidenced by:
Based on phservation, staff interview, and record
review, the facility falled to ensurethe : -
maintenance of 3 mobility devicesas
recommended by the interdisciplinary ieam, for
two of three cliants In the sampla. [CIient #2 and
#3] ,

The finding includes:
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W 436 | Continued From page 3 W 436 Client #3 wedge for bed posilioning was
1. The facility failed to ensure that Client #3 was purchased, and is currently in place 8-27-10
provided e wadge for positioning in bed as Refer (o attachment #2
recommended by the physical therapist, as In the £ the Racility will i
evid d below' : n 1he future, the [Rethty will management wi
ensure Lhat all of the individuals's adaptive
On September 7, 2010 at 8:50 a.m., Clent #3 cquipment are in place, and ready for use. To
‘INES Obsal'\l'ﬂld seated In her :rﬁmhag in the prevent this situation from re cccurring exira
iving room. Interview group homa staff on . , . i th
September 7, 2010 at 9:10 a.m. revealed that the adaplive cquipment will aiways be kopt in the
client was wheelchair dependent and required facility. o
assistance/support for balancing her body when Client #3 wedge for bed positionmg was
seated outside of the wheelchair, ' purchased, and is currently in place 8-27-10
Interview with Client #3's day program instructor Refer to attachment #2
rview N .
on Seplember 7. 2010 at 12:05 p.m. revealed the 1n the future, the fnClFlty.\Nfl“ ma'nngeme':nt wil
client had a goal to improve her trunk strength by ensure (hat all of the individuals’s aduptive
sitting on the mat two times a day with standby equipmen! are in place, and ready for use. Ta
:ssistanca btil?‘tﬁmre her hhr;m: k ;tret:gtg;:mr prevent this situation from re occurring extra
iscussion with the Insiructor Indical ¢l . ; . p oot in f
participated In the objective, by sitting on a ‘;ﬂd".'i’.""" equipment will atways be kept in the
bed-lke structure in the treatment room.- The cllity.
instructor staled that the client was only able o
tolerate the sitiing requirad by tha objective with
assistance. :
Record review on September 8, 2010 at 10:40
a.m. revealed Client #3 had a goal to mave from
supine {o silting, and a goal to s on the side of
the bed. The client's PT assessment dated
November 8, 2010, also revealed a goal was
recommended to "improve trunk strength.”
According to the objective, the client "wili sit on
the side of her bed for £ minutes 2 times a day
with standby assislance al 100% accuracy.”
On September 8, 2010 at 10:57 a.m., further |
review of the PT assessment revealed a i
recommendation that a wedge be purchased for l
positioning the client in bed. Interview with the
FORM CMS-258 7{02-80} Previous Yersitns Obeolate Evont [D: RIRS1 Facilty 1D: 00G228 If contiuation sheet Pega 4 of 8
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W 436

facility.
' Record review on September 8, 2010 at 11:15

- the client's comfort and safely during fransport.

Continued From page 4

staff revealed that the cient did not have a wedge
to be used for positioning her when In bed. Atthe
time pf the survey, there was no evidence that the
client had been pravided the recommendad
program support to Improve her bed mobiiity.

2. The facility failed to ensure the whesichair
accessible to Clent#2 for her distance fravel had
footrests, es evidenced below:

On Saptember 7, 2010 at 9:26 a.m., a direct
support staff was observed escorting Client #2 to
the van. The client was observed {o have severe
bilateral lag cantractures, however, was able io
slowly walk io the van, with the assistance of one
staff. Observation on September 8, 2010 at 11:23
a.m. revealed that a manual wheelchalr was
availabia at the facility, howaver it lackad
footrasts.

Interview with the staff on September 7, 2010 at
9:28 a.m., revealed that the Glient #2 only used
the wheelchair for distance travel, Discussion with
the primary LPN and direcl support staff on
September 8, 2010 at 11:15 a.m., indicated that
a8 wheelchair was available for the client, when it
was necessary for her to ambulate "a distance”,
Interview with QMRP on September 7, 2010 at
1:17 p.m. indicated the footrests may stilt be
packed with ttems from the move to the new

a.m., revealed that the interdisciplinary team
recommended that Client#3 be provided a
wheelchalr for long distance travel. At the time of
the survey, there was no avidence the facility had
ensurad wheelchair foot rests were available for

W 436! The facilily QIDP has conlacied the PT who

necded.

will be ordered, and replaced.

{n the future, the facility management will .
ensure Lhat the individuals' adaptive equipmen
arc in good repair, and available for use.

will come to the facilily lo assess the spare
wheelchair to determine the type of foolrests |

i

Pg-29-10

The PT will come (o assess the wheelchair on '
After the assessment, the spare wheelchair footresis

FORM CMS-2507(02-848) Pravious Versions Dbscloie Evoni 10: RORB1Y
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INFTIAL COMMENTS

A licensure survey was conducted from .
September 7, 2010 and through September 8,
2010. A random sampling of three rasidents was
selected from a current population of five females
with varous levels of mental retardation and
disebilities. interview with the qualified mental
retardation professional during the enirance
conference revealed that & sixth resideni was
currently in a rehablitation faclity, however, was
expected to raturn to the group home.

The findings of the survey were based on
observations at the group home and two day
programs, interviews with residents and staff, and
the review of glinical and administrative records,
including incident reports,

3504.1 HOUSEKEEPING

The interior and extenior of each GHMRP shali be
maintalined in a safe, clean, orderly, attractive,
and sanitary manner and be free of
accumulations of dirt, rubbish, and objectionable
pdors.

This Statute Is not mat as evidenced by:

Based on observation and interview, review, the
Group Home for Mentally Retarded Persons
{GHMRP) failed to ensure the exterior of the
GHMRPF were maintained in a safe and attractive
manner for pne of the three residents in the
sample. (Resident #2)

The finding include:

During the environmenial walk-through on
September 8, 2010 at approximately 12.30 p.m.,
‘ Remdent #2's bottom dresser drawer handle was

1000

090
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1090 Continued From page 1 1080 Client #2's bottom dresser drawer handle was
observed to have a section broken from it. The replaced on :9-21-10
drawer handle was made of _matal, and the In the future, the Tacilily management wit]

, broken edgel:e ‘?’55 'ih;r P D;‘I"?I? the t;'e bl ensure that the individuals furniture are in
: environmentat walk-through, the residen . s
: manager acknowledged that the aforemantioned good l:epmr’ and maintained i a safc, and
_ damage 1o the drawer was present. attractive mennor. j
: The maintenance depariment and assistant QA
1 180 3508.1 ADMINISTRATIVE SUPPORT 1180 will monitor the individuals furniture ona |
monthly basis 10 ensure that they are in good
_ Each GHMRP shall provide adequate repair. :
- administrative support io efficiently meat the . ) .
. needs of the residents as required by their Client #2 has 2 behavioral protocol addressing
: Habilitation plans. the *Chin Tapping/ Hitting" . Al staff were
. inservice on this protocol on 8-27-10
This Slatute is not met as evidenced by: Refer to altachment #1 ,
Basad on interview, and record review, the In the Future. the fcilit m thal
GHMRP failed to ensure adequate administrative n the future, the facility Qmep will ensure
support to efficiently meet tha needs of the the individuals' behavior are nddressed, and that
residents as raquired by their Habilitation plans the appropriate meastres arc implemented.
for one of three residents in the sampla.
(Resldent #2)
The finding inciudes:
The facility failed to coordinate services io ensure E
intervenlions {0 address Residen! #2's "chin ;
tapping/hitling”, as evidenced below: f
On September 7, 2010, at 4:30 p.m., while in the :
dining room, Resident #2 was cbserved to
forcefully hit her right chin with the heel of her
right hand, causing a "lhumping like” noise.
Duiing this time, staff supervising the resident
had left the araa for approximately two minutes,
to obtain treatment supplies. Ancther staff was in
the living room area, which was approxinmately
fiteen leot away from the resident. At 4:35 p.m.,
{he resident again repeatedly hit herself on the
right side of her chin.
Healih Regabion Adminislation
STATE FORM e RORD11 f contimuztion shaat 2 of §
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1 180 . Continued From page 2

; On September 7, 2010, at 445 p.m., Resident #2
{ again repaatadly hit her chin, after staff had

- assisted her to complete a peg puzzle. Staff then
stated tn the resident, "Don't do that," and gently
pulled the resident's hend away from her face.

. tntarview with Ihe QMRP on September 8, 2010,

at approximately 10:15 a.m,, revealed the

interdisciplinary team had discussed Resident

#2's tapping on her chin. Continued discussion

! with the QMRP indicated that the psychologist did

. not think the chin tapping was a self injurious

| behavior. According to the QMRP, however, the
resident did not have a behavior support plan

(BSP} to address tapping or hilting her chin.

On Seplember 8, 2010 at 16:18 a.m., review of
Resident #2's psychological assessment dated
August 10, 2010 revealed the rasident's tendency
io "engage in idiosyncratic tapping of her chin has
been discussed at lsngth in earlier reports.”
According to the psychological assessment report
dated August 10, 2010, the tapping of har chin
seemed to occur most aften when the resident is
not actively engaged in purposeful activity, and
whan she Is anxious, bored, or in some :
discomfort, The psychaiogical report revealed
thata proactive protocol had been Introduced
"three years ago, and it had been revised, when
more insight about her behavior was acquired.”
The August 10, 2010 psychological assessment
also noted, "The proactive strategies focused on
recognizing the precursors to increase in B2pping,
as well as prompt, sensitive and consistent
intervention."

On September B, 2010 at 12:45 p.m., further
review of Resident #2's psychoiogical
assessment, dated August 10, 2010, revealed the
resident had a BSP in the past which addressed

1180

Client #2 has a behaviorul protocol addrcssin%
the "Chin Tapping/ Hitting" . All stafl were
inserviced on this prolocol on

Refer to aktachment #i

In the Tuture, the faeility Qmrp wilt ensure that
the individuals' behavior arc addressed, and l:iml
the appropriale measures arc implemented.
Clignt #2 has a behavioral protocol addressing
the "Chin Tapping/ Hitting" . All staff were
inserviced on this protecol on

Refer 1o atiachment #1

In the future, the lacility Qmirp will ensure that
the individuals' behavior are addressed, and that

the appropriate measures arc implemented, |
;

8-27-10

8-27-10

Healh Regutalion Administrabon
STATE FORM
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| 180 : Continued From page 3 1180

* facial tapping, howevar, the document needed
revision and the dlrect care team would nesd to
be trained on the plan. At the time of the survey,
however, there was no evidence that ihe QMRF
had coordinated services with the psychologist to
ensure the recommendad BSP was developed
and Implemented to address the resident's hitting

. herseif on face.

1206 3509.6 PERSONNEL POLICIES 1208

" Each smployee, prior to employment and

- annually thereafter, shall provide a physician * s

; certification that a hea#th inventory has been

: performed and that the employee ' 5 health status
- would aliow him or her to psriorm the required

. duties.

This Statute Is not met as evidenced by;

Based on inlerview and record. the group home
for mentzily retarded person’s (GHMRP) failed lo
ensure that an annual health screening was
performed for each employes, as reguired by this
section for twe persons. (Staff #1 and Consultant
#1) Consultant #1°s Health certificate is currently

The finding include: on file. .
Refer 1o atlachmenlt #3
On September 7, 2010, at approximately 9:30 DSP #1' healih certificate was completed,
a.m., the qualified mental retardation professional and will be broughi o the office on 9-24.10
{OMRP) was requested to obtain various records
from the administrative office for review during fn the future, the provider will ensure thal ail of
the survey. the employees files arc updated, and that record are
On September 8, 2010, at approximately 12:00 available upon request.
p.m., the review of provided records revealed
expired heallh cerilicates for direct support
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personnel (DSP) #1 and Consultant #1. interview Consuliant #}'s Health certificate fs currently

with the QMRP during the review confirmed that on file.

the heaith certificates for the aforementioned Refer to attachment #3

persons were expired, DSP #1's health certificate was completed,

and will be brought to the office on 9-24-10
In the luture, the provider will ensure thal all of

the employees files are updated, and that record are
available upon request.
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